Isolated pisiform dislocation is rare. We present one such case in a 20-year-old man occurring after a direct injury to the wrist. After an initial delay in diagnosis and unsuccessful closed reduction, he underwent resection of the pisiform. At 12-month follow-up, he had full range of movement of the wrist and no residual pain.
INTRODUCTION
Isolated pisiform dislocation is rare and hence its optimal management strategy has not been specified. We present the case of a 20-year-old man with traumatic dislocation of the pisiform, which was treated with resection.
CASE REPORT
In September 2008, a 20-year-old, right-handed man presented to the emergency department with pain in Traumatic dislocation of the pisiform: a case report the ulnar border of the left wrist after a fall onto the outstretched hand. He underwent immobilisation of the wrist in a plaster, but the pain persisted. He was referred to a hand specialist 2 weeks later for further assessment. The pisiform was noted to be lying across the ulnar edge of the triquetrum, with intact ulnar nerve and flexor carpi ulnaris (FCU) function noted. Radiography confirmed the diagnosis of pisiform dislocation without fractures (Fig.) . In view of the absence of neurological or functional deficits, further imaging was not performed.
Two days later, closed reduction under anaesthesia was attempted but this was unsuccessful. Resection of the pisiform from the FCU tendon, with careful repair was therefore performed. The integrity of the pisiform and the FCU tendon distal to the pisiform were intact, but the pisotriquetral joint capsule was disrupted.
Physiotherapy was started at week 2. At 12-month follow-up, the patient had full range of movement of the wrist and no residual pain. Power grip on the injured left side was weaker than on the right (16.5 vs. 19.4 kg), but this difference was not apparent to the patient.
DISCUSSION
Traumatic dislocation of the wrist can result from a direct blow to the ulnar wrist border or from a sudden violent muscle contraction.
1,2 Pisiform dislocation occurs with hyperextension traction of the FCU, tearing the pisohamate and/or pisometacarpal ligaments. 3 The FCU is the wrist's most powerful muscle, and the pisiform acts as a sesamoid, mechanically enhancing the action of the FCU. 4 Therefore, the pull of this powerful muscle as well as the forced wrist hyperextension associated with a fall onto the outstretched hand cause a significant traction to displace the pisiform proximally. This can disrupt the thin capsule of the pisotriquetral joint, and if severe enough, the FCU tendon's distal continuation or the pisohamate and pisometacarpal ligaments. The damaged capsule is then unable to support movement of the FCU tendon in the coronal plane. In the presence of ulnar deviation associated with hyperextension of the wrist, the pisiform displaces medially. If the pisohamate and pisometacarpal ligaments are damaged, the function of the FCU becomes impaired, with the pisiform retracting proximally.
The diagnosis of pisiform dislocation should be made based on injury mechanism and the presentation of pain, swelling and tenderness over the ulnar border of the wrist. Radiographs may be difficult to interpret; oblique radiographs may be helpful and comparison with the contralateral wrist may be needed. Computed tomography is also useful to demonstrate the integrity of the pisiform, and to identify any associated bony injuries, whereas magnetic resonance imaging highlights any ligamentous or ulnar nerve injury. Nonetheless, if the diagnosis can be established clinically and the patient has no neurological or functional deficits, further investigations can delay treatment and are not warranted.
With regard to management for pisiform dislocation, an immediate closed reduction is indicated, especially if ulnar nerve neurapraxia is present. Open reduction or resection should be performed when closed reduction is unsuccessful. Outcomes after closed or open reduction and immobilisation are mixed 2, 5, 6 ; pisiform resection offers a more predictable outcome. 6, 7 In cases of delayed diagnosis, reduction is difficult and resection is more likely to result in symptomatic relief. 6, 7 In our patient, persistent symptoms were likely to be due to pisotriquetral joint incongruity secondary to disruption of the joint capsule, which is difficult to reconstruct surgically. The decision to resect the pisiform was made after a failed attempt at closed reduction. If the pisohamate and pisometacarpal ligaments had been damaged, their surgical reconstruction would have been necessary to restore FCU function.
Figure
Radiographs of the left wrist showing ulno-dorsal dislocation of the pisiform.
